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The patients chosen were only those in whom a temporary defunctioning colostomy would otherwise have been considered essential. They included obstructed patients, those with considerable pericolic sepsis associated with vesicocolic fistula and in some very low pelvic anastomoses following anterior resection, particularly in patients who were male and obese.
With practice, insertion of the device into the transverse colon can be achieved without peritoneal contamination. This is more difficult in the presence of intestinal obstruction, but in these cases thedevice is better placed into the anastomosis from which it is removed at 5-10 days after operation. Yours truly J W S RICKETT 28 February 1978
Causes of respiratory distress in neonates From Dr Averil Earnshaw Department of Child Psychiatry, Royal Free Hospital, Pond Street, London NW3 2QG
Dear Sir, I have followed with interest the papers and letters in Proceedings, and now in the Journal, about respiratory distress in infancy. For the last twelve months I have been observing neonates in the Special Care Baby Unit at the Royal Free Hospital. Whenever routine procedures are carried out on neonates -e.g. rectal temperature taking, needle punctures of heels (for blood for phenylketonuria, blood sugars, etc.), passing of nasogastric and nasojejunal feeding and lavage tubes -there is a disturbance in the baby's respiration, movement, colour and expression.
If one observes a neonate for half an hour during which a rectal temperature is taken, one sees a gross respiratory disturbance when the thermometer is inserted. This continues while it remains there, and after it is withdrawn there is hyperpnoea which persists. This is not surprising when one considers the responses of adults to anal and cervical intrusions -the laryngeal spasms which regularly follow if such procedures are attempted under light anaesthesia. When one observes the babies' responses which follow every anal insertionand these may be four-hourly procedures (done more often if the infant is very frail)one cannot but speculate about an iatrogenic contribution to infants' respiratory distress. In our hospital, the nursing staff joined me in observing and corroborated my findings; now all temperatures are taken per axillae.
I should add -and this can be tested by anyone taking the time to observe -that any procedure causes less distress to the babies if the nurses (or other persons involved) move slowly, talk, handle gently and look at the babies. Neonates 'hold on' with their eyes and ears and often afterwards they cough, yell, urinate and push and kick out with their arms and legs. It may be that the hyperpnoea of the very feeble ones comes into this category a range of attempts to expel what is experienced as distressing.
Looking at the babies as well as at their charts may well reveal causes of respiratory distress. Yours truly AVERIL EARNSHA W
